Background This study uses the theory of planned behaviour (TPB) as a framework to investigate salient beliefs about chlamydia testing, amongst young people living in relatively deprived areas. These beliefs may form targets for intervention to increase testing in this high-risk population.
Introduction
Chlamydia is the most commonly diagnosed sexually transmitted infection (STI) in the UK. 1 It is estimated that up to 1 in 10 young people under 25 are infected. 2 The National Chlamydia Screening Programme (NCSP) aims to reduce the prevalence of chlamydia in England by offering free, confidential testing, treatment, prevention and partner management to young people under the age of 25. 3 Chlamydia screening uptake in England is currently lower than that required to reduce the prevalence of the infection. 4 This suggests that the NCSP's efforts to provide easy access to testing for young people, and communication campaigns to raise awareness of chlamydia as a serious sexual health problem, have had limited success. A new outcome measure, diagnostic rate, combines screening uptake and positivity. 5 Since positivity refers to the proportion of positive tests, this implies targeting high prevalence populations. In England, chlamydia is more prevalent in socioeconomically deprived areas. 6 -9 Consistent with this, neighbourhood analysis of the local NCSP data (2010/11) shows a socio-economic gradient in chlamydia positivity (A. Gilpin, personal communication), suggesting that the NCSP should focus on increasing testing in deprived populations.
This study aims to use the theory of planned behaviour (TPB) 10 to explore salient beliefs about getting tested for chlamydia held by young people living in relatively deprived areas of a Northern city in England. Such beliefs may impact on the uptake of chlamydia screening in this highrisk group. The TPB has been used to predict a variety of health behaviours 11 including some screening behaviours 12,13 -20 . However, TPB research into individuals' beliefs and intentions to test for STIs is limited. A systematic review of the factors affecting chlamydia screening uptake found that the data fit well with the model's constructs. 21 Using a theoretical framework provides a systematic approach to identifying and categorizing beliefs. Moreover, understanding the process through which individuals intend to perform a behaviour can help determine where best to focus interventions. Thus, this study will identify the beliefs that should be practically addressed (i.e. challenged or bolstered) to increase the likelihood that this population will undertake regular chlamydia testing. The study also aims to explore differences in the beliefs of young men and women. Since chlamydia screening rates are lower amongst males, 4 it is possible that they may hold different beliefs from females.
Method
The TPB proposes that behavioural intention is the immediate antecedent to behaviour and that intention is determined by attitude (i.e. favourable or unfavourable evaluation of the target behaviour), perceptions of subjective norms (i.e. perceived social pressure with regard to performing the target behaviour), and perceptions of behavioural control (i.e. perceived presence of factors that might hinder or help performance of the target behaviour). 22 Each of these constructs is underpinned by different beliefs about the target behaviour held by an individual (see Fig. 1 ) (for more information about the model see ref. 23) .
We followed the recommendations of Ajzen 24 to develop a questionnaire to identify salient beliefs about getting tested for chlamydia within a TPB framework. This methodology enables the classification of a comprehensive set of individual salient beliefs about chlamydia testing within the constructs of the model. Ethical approval was given by the University's Research Ethics Committee.
Participants and procedure
Further education (FE) colleges situated in more deprived areas of the city were identified using a key marker for deprivation ( percentage of households within the surrounding neighbourhood receiving means-tested social security benefits). From colleges enrolling a high proportion of individuals from locally deprived areas, one sixth-form college (where students study for academic advanced-school level qualifications) and one vocational college (where students train for skills-based qualifications) were invited to participate by email and subsequently agreed. Respondents were recruited using opportunity sampling within the colleges during September 2011. This provided a practical, nonmedical setting for reaching and engaging young adults who are at high-risk. 25 The aim was for a final sample size of 100 participants between the ages of 16 and 24 (to reflect the NCSP target population), with an even gender distribution to allow for comparison. The sample size of the present study is consistent with recommendations for health services researchers (at least 25 respondents), since no set guidelines exist. 26 Overall, 128 out of 151 individuals invited to participate, completed and returned a paper questionnaire to the researcher immediately upon completion (85% response rate). The sample comprised 128 respondents (51% male), ranging in age from 16 to 24 (Median ¼ 17, SD ¼ 1.3) (see Table 1 ). A disproportionately high number of the respondents (93%) were in the 16 to 18 year-old age category. Of the sample, 70 respondents (55%) were recruited from the vocational college. Diverse ethnic backgrounds were represented in the sample. Using the Index of Multiple Deprivation (IMD) data for all wards in England, 27 the mean IMD score was calculated as 18.38. Relative to this, 71% of the sample lived in areas that are more deprived (i.e. an IMD score of 20 or above). Indeed, 58% of the sample lived in areas with an IMD score of 40 or above. Just over half of the respondents (52%) had never tested for chlamydia.
Behavioural beliefs Attitude

Measures
Seven questions were developed in line with Ajzen's 24 manual for constructing a TPB questionnaire to elicit modal salient beliefs. The questions were worded to reflect the target behaviour, defined as 'Getting tested for chlamydia every 12 months, or every time you have a new sexual partner', in line with the NCSP recommendation (see Table 2 ). The questionnaire was pre-tested with a small group of individuals from the target population at the vocational college (N ¼ 10) to ensure that it was appropriate for the reading ability of the sample. Any difficulties with the language or wording of the questions were noted and changes were made. The question to elicit affective behavioural beliefs was added later to the questionnaire; consequently only 58 respondents answered this question.
Socio-demographic information was collected from the participants (i.e. age, gender, ethnicity and postcode) and participants were asked if they had ever been tested for chlamydia (see Table 1 ).
Data analysis
The written responses were copied verbatim into digital form using Microsoft Word, and imported into qualitative data analysis software (NVivo 8). 28 The beliefs were content analysed into the relevant categories identified by the TPB (instrumental and affective behavioural beliefs, normative beliefs and control beliefs) and coded as themes within these categories (first coder, AB). The coding was guided by the recommendations of Francis et al. 26 and the methods employed by Giles et al. 29 The transcripts were then re-read to develop and refine the code structure. A second coder 
Results
Across the four belief categories, 87 beliefs were identified. Table 3 shows all beliefs elicited by category, in rank order with the total number of times cited, and the number of citations by male and female respondents.
Behavioural beliefs about the good/bad consequences of getting tested for chlamydia
Of the nine beliefs elicited by the question, 'What do you think would be good about getting tested . . . ?', four were cited by females only. Amongst both sexes, the commonest belief was that 'Testing will inform me of my sexual health status'. The beliefs, 'Testing gives me reassurance that I haven't got chlamydia' and 'Testing can prevent the spread of infection', ranked second and third. These beliefs ranked the same for both sexes. Only three (female) respondents cited the belief that getting tested for chlamydia 'can prevent future health problems'. Of the nine beliefs elicited in reference to the 'bad things' about getting tested, the commonest was that there is 'nothing bad'. However, it is possible that this was used to avoid answering the question fully. The second ranking belief in this category was that 'Testing could tell me that I have chlamydia', which ranked the same between the sexes. The third ranking belief, for the female respondents, was that it 'could affect my partner/my relationship'. This belief was cited less frequently by the male respondents, who cited more frequently the beliefs that testing is 'an inconvenience', 'time consuming' or 'embarrassing'.
Of the 11 beliefs elicited by the question, 'What feelings do you have when you think about getting tested . . . ', the commonest was that respondents 'would feel worried' which ranked first for both sexes. The belief that the respondents 'would feel embarrassed' getting tested, ranked joint first amongst the females, and second amongst the males, as well as in the overall sample.
Normative beliefs about who would think that getting tested for chlamydia is a good/bad idea Overall, the participants cited 18 different normative referents ( people or groups of people who would think the respondent getting tested is a good or bad idea). The male respondents cited 12 referents who would think that their getting tested is a 'bad idea', whereas the female respondents cited only 5. 'My partner(s)' emerged as the commonest positive and negative referent for the group as a whole and for both sexes. Similarly, 'My parents' ranked second as a positive referent but also ranked highly as a negative referent. Interestingly, gender differences emerged in the parent who was cited as a normative referent. Both sexes believed that their mother would think that for them to perform the target behaviour is a 'good idea'. However, only male respondents cited their mother as someone who would think their testing is a 'bad idea' and only female respondents cited their father. 'My friends' ranked third as both a positive and negative normative belief.
Control beliefs about factors that would encourage/discourage getting tested for chlamydia
Of the 15 beliefs elicited in response to the question, 'What would encourage you or make it easier for you to get tested . . . ' the commonest was 'The availability of testing in a variety of different places'. 'The wish to know whether or not I have got chlamydia' and 'The support of my friends' ranked second and third. These ranked the same for both sexes. A number of references were made to the social aspect of testing. For example, 'Having the support of my friends', 'Knowing that other people like me get tested', and 'The privacy of testing' were all cited as factors that would encourage respondents or make it easier to get tested.
Eighteen negative control beliefs (factors that would hinder chlamydia testing) were elicited. The commonest was 'The difficulty of travelling to get tested'; this belief ranked highly amongst both sexes. 'Thinking that testing will be time consuming' and 'Having other more important things to do' ranked equal second. The latter belief ranked first amongst the male respondents, but lower amongst the female. 'Not having a reason to get tested' and 'Thinking that I could have chlamydia', ranked third as negative control beliefs, amongst the whole sample and for both sexes. As with positive control beliefs, references to the social aspects of testing also emerged in the negative control beliefs. For example, 'Feeling pressure from people not to get tested', 'The thought of people finding out about me testing', 'Having to hide it from my parents' and 'The lack of privacy' were all cited as factors that would prevent or make it harder for respondents to get tested.
Discussion
Main findings of this study
This study has identified salient beliefs about regular chlamydia testing amongst young people living in deprived Testing is time consuming 9 3 12 3
Testing is an inconvenience 8 3 11 4
Testing is embarrassing 7 2 9 5
Testing could affect my partner/relationship 2 5 7 6
Testing could make you worried/paranoid 1 1 2 7 Having the support of my friends 7 4 11 3
The privacy of testing 5 3 8 4
Having a reason to get tested 4 4 8 4
Quick and easy testing 5 2 7 5
The availability of testing close to home 1 3 4 6
Having knowledge about the effects of chlamydia 3 1 4 6
Having an incentive to test 0 3 3 7
Knowing that other people like me get tested 1 2 3 7
Feeling at ease with testing 2 0 2 8
Knowing how and where to get tested 1 1 2 8
Having the confidence to get tested 1 0 1 9
Thinking it was a positive thing to do 1 0 1 9
To make myself feel good 1 0 1 9
Nothing would encourage me/make it easier 2 3 5 -Miscellaneous/unclassified 3 2 5 -I don't know/not listed 16 10 26 -
Negative control factors
The difficulty of travelling to get tested 6 5 11 1
Having other more important things to do 7 2 9 2
Thinking that testing will be time consuming 4 5 9 2
Thinking that I could have chlamydia 4 4 8 3
Continued areas, a population identified as at high risk. Firstly, the findings suggest that beliefs about the results of a test are commonly referred to when evaluating performance of the behaviour, for example the behavioural beliefs that testing 'informs me of my sexual health status', 'gives me reassurance that I haven't got chlamydia' and 'can tell me if my partner has cheated'. As such, beliefs about the result may influence the intentions to be tested, both positively and negatively. Thus, individuals' intentions to test may be greater if they believe they will receive reassurance rather than a diagnosis. Secondly, a great degree of negative emotion may influence young peoples' evaluation of chlamydia testing. Thirdly, beliefs related to being seen or known to undertake chlamydia testing may affect individuals' intentions, through perceptions of stigma surrounding chlamydia and chlamydia testing. This suggests that raising risk awareness may not be effective at increasing appropriate chlamydia screening uptake amongst a high-risk population, unless the negative emotion and social stigma surrounding chlamydia testing are practically addressed and reduced.
What is already known on this topic?
Several studies have investigated individuals' decisions to test for chlamydia. To summarize, several factors have emerged from existing research that may decrease the likelihood that individuals will get tested for chlamydia, for example: practical barriers, such as time constraints and travel, 30 -32 lack of knowledge or misconceptions about the infection, test and treatment, 31,33 -35 level of perceived risk, both high 36 and low risk, 32, 34, 35, 37 identity concerns and stigma, 32,34,35,37 -40 anticipated self-conscious emotions, such as embarrassment and shame 31, 32, 36, 37, 41 and fear and anxiety surrounding the test and the results. 30,31,34 -36,41 Conversely, several factors have emerged from existing research that may increase the likelihood that individuals will get tested for chlamydia, for example: practical facilitators, such as convenience and availability of testing, 35, 37, 40, 41 non-judgemental informal screening staff31, 36, 41) , accurate knowledge about the infection and the test, 32, 35, 37, 41 level of perceived risk, again both high 32, 36 and low risk, 36 having a sense of moral identity, whereby screening is seen as a moral, responsible behaviour, 32, 36 and perceptions of testing as a normal behaviour. 35, 36 Much of this research, however, has been conducted in the general population concerning screening in medical settings.
What this study adds
According to the TPB individuals' salient beliefs about performing a behaviour determine their attitudes, subjective norms and perceptions of behavioural control, which in turn determine intention to perform the behaviour. 10 The underlying salient beliefs about chlamydia testing have not been elicited from individuals previously, using this Feeling pressure from people not to get tested 5 2 7 4
The lack of places to get tested 3 4 7 4
Not knowing where to get tested 1 4 5 5
The lack of privacy 2 2 4 6
The worry of having chlamydia 2 2 4 6
The thought of people finding out about me testing 2 2 4 6
The embarrassment of doing the test 0 3 3 7
Having to hide it from my parents 1 2 3 7
The effort involved 0 2 2 8
The thought of having a needle 2 0 2 8
Not having the confidence to get tested 1 1 2 8
If it wasn't free 1 0 1 9
Having a new partner 0 1 1 9
Nothing would stop me/make it harder 7 7 13 -Miscellaneous/unclassified 0 2 2 -I don't know/not listed 18 10 29 -methodology, within a TPB framework. Moreover, they have not been investigated in this high-risk group. References to negative emotion emerged in a number of belief categories, which suggests that the associated beliefs may reduce intentions to seek chlamydia testing. For example, believing that one would feel embarrassed about getting tested may lead to a negative attitude towards performing the behaviour, which in turn, may reduce intention. This self-conscious emotion has been linked to numerous stages of the STI testing process. 39 The beliefs elicited suggest that the possibility of others discovering that the individual has been tested, and the potential negative moral and social implications of this, are potential causes of such negative emotion, as is the possibility that others could discover that an individual is infected. These findings corroborate the stigma-and identity-related concerns that have previously been reported in studies about chlamydia testing and diagnosis. For example, La Rusch et al. 42 found that young girls felt that testing for chlamydia compromised their 'good girl' identities. STI-related stigma has been found to vary amongst young women of different levels of education, class and regional background. 40 In particular, young women from lower socioeconomic backgrounds have been found to have greater identity-related concerns in relation to chlamydia testing. 36 Therefore, tackling young people's perceptions of stigma and other possible causes of such negative emotion will be important in increasing young people's intentions to test for chlamydia. The beliefs elicited also suggest that individuals are less likely to have a positive attitude towards, and perceive less behavioural control over, performing chlamydia testing if they believe there is a high possibility of receiving a diagnosis (high perceived risk). Again this may be due to the potential negative moral and social implications of a diagnosis. In contrast, individuals are more likely to have a positive attitude towards getting tested for the infection, if they believe that testing will provide 'reassurance' that they are not infected. Although there are slight differences, the beliefs elicited were generally comparable between the sexes.
The present findings provide a comprehensive set of beliefs about chlamydia testing elicited from individuals in a high-risk group within a theoretical framework. This therefore provides scope for a theoretically based targeted intervention to increase chlamydia screening uptake in this population.
Limitations of this study
The main limitations relate to the size and representativeness of the sample. This sample comprised individuals enrolled in further education, albeit both sixth form and vocational colleges. There was also an over-representation of younger individuals from within NCSP's target population (16 -18 years). In addition, the findings may not be representative of all individuals within this population due to opportunity sampling. Finally, the affective behavioural beliefs were elicited from a lower number of participants as this question was added to the questionnaire at a later stage.
Conclusions
It is essential that chlamydia screening uptake is improved amongst high-risk populations in order for the NCSP to be effective. There is still some way to go before chlamydia testing is viewed as a normal part of preventive health care-with the benefits of a quick, easy and highly effective treatment if infection is diagnosed-by young people at higher risk of infection. The findings may inform the design of an intervention to increase chlamydia screening uptake amongst this high-risk group by reducing the negative emotions that surround chlamydia testing, by tackling the negative social implications of testing and diagnosis and also by highlighting the positive value of reassurance.
